
Getting more for their dollar: Kaiser v the NHS

Price adjustments falsify comparison

Editor—The NHS is little cheaper than
health care in the United States, according to
Feachem et al.1 What’s next on their agenda?
War is peace? Freedom is slavery? The
authors purport to show Kaiser’s efficiency
relative to the NHS. This task is hard, given
two undisputed facts: firstly, the United King-
dom’s per capita health expenditure is $1569,
the United States’s $4358; and secondly, Kai-
ser’s casemix adjusted costs are about average
for the United States. Undeterred, Feacham et
al use an outrageous price adjustment,
exclude many of Kaiser’s costs, and ignore
Kaiser’s avoidance of the sickest and most
expensive patients.

Feachem et al’s price adjustment inflates
NHS costs by 52%, assuming that the NHS
plays no part in constraining drug prices,
administrators’ or specialists’ incomes, etc.
Conversely, the adjustment excuses the US
system from responsibility for the world’s
highest drug costs and the billions wasted on
healthcare executives and other hangers on.
Feachem et al adjust away the price controls
that are an important advantage of non-
market systems.

Feachem et al trim Kaiser’s costs by sub-
tracting profits and high administrative

expenses. Yet both are integral to the
competitive market they extol. They falsely
equate Kaiser’s coverage with the NHS’s,
although Kaiser covers only miniscule
amounts of nursing home care. Finally,
many Kaiser patients—more than 12%
according to a Kaiser memo—receive care
outside Kaiser, costs which the authors
exclude. Thus, Feachem et al understate
Kaiser’s actual costs.

Contrary to Feachem et al’s assertions,
Kaiser cares for a relatively inexpensive slice
of the population. Their claim that Kaiser
cannot avoid the expensively ill by booting
them out is technically correct; when Kaiser
members lose their jobs (for example,
because of illness) and hence employer paid
coverage, Kaiser must offer them individual
policies. But Kaiser may charge whatever it
likes—often thousands per month. Hence,
few of the unemployed can actually afford
coverage. Moreover, because the over-
whelming majority join Kaiser through
work, severely disabled people rarely get in.
Although disabled Medicare patients may
join, few do. Hence, Feachem et al’s failure to
adjust for casemix grossly biases cost
comparisons; their adjustments for age and
income are inadequate substitutes.

Finally, Kaiser’s premiums (and costs)
are virtually identical to those of other
insurers that serve similarly healthy popula-
tions. Hence, Feachem et al’s claim for
Kaiser is tantamount to a claim that
$1569 = $4358.

The NHS has grave problems, and
Kaiser is far from the worst of US health
care. However, Feachem et al’s conclusions
are pure hogwash.
David U Himmelstein associate professor of medicine
Steffie Woolhandler associate professor of medicine
Harvard Medical School, 1493 Cambridge Street,
Cambridge, MA 02139, USA
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Working knowledge would have been
needed for comparison

Editor—I was very disappointed by the
publication of the article by Feachem et al in
comparing the California Kaiser system to
the NHS.1 One has to live in California and
be a doctor and have some working
knowledge of the health maintenance

organisation before passing any judgment
about the quality of its care.

Firstly, Kaiser is not a “non-profit” health
maintenance organisation. It is for profit,
with the profit being divided between share-
holder practising Kaiser physicians. The fact
was made known by a Kaiser physician.2 So
the profits shared are labelled as money
spent on medical care for their patients, and
therefore this justifies their classifying them-
selves as a non-profit health maintenance
organisation.

Secondly, the data presented for their
performance were collected and analysed by
Kaiser personnel and may involve selection
and information bias. I have recently
responded to another outcome report by
Southern California Kaiser regarding their
observation that fewer studies and proce-
dures results in better cardiovascular out-
comes.3 4 My response and that of others
exposed their self serving bias and distor-
tions.5

Lastly, the commentary by Enthoven has
to be interpreted with the knowledge that he
was not only a consultant for Kaiser but also
one of the directors of Blue Cross in Califor-
nia (another alleged non-profit organis-
ation) and a leading proponent for the
advent and proliferation of the healthcare
delivery system that uses health mainte-
nance organisations.1

I, like many of my colleagues in the
United States, was hoping some day to have
our country copy the much more humane
and cost effective single payer universal
healthcare coverage system in place in
Europe and Canada for many decades. With
the globalisation of the healthcare providers
(pharmaceutical companies, insurance com-
panies, health maintenance organisations,
etc), acting through the auspices of the pow-
erful World Trade Organization, Europe and
Canada run the very real risk of acquiring
our very inhumane, wasteful, and diseased
healthcare system.
David S David clinical professor of medicine
University College of Los Angeles School of
Medicine, 2222 Santa Monica Boulevard, Suite 302,
Santa Monica, CA 90404, USA
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Use of OECD database has led to
incorrect conclusions

Editor—The serious concerns that the eco-
nomic analysis supporting the study by
Feachem et al is fatally flawed has have been
well explored by other respondents.1 2 There
is a further problem, which is that Feachem
et al have based their analysis of admissions
and bed day use on the database of the
Organisation for Economic Cooperation
and Development (OECD). Anyone who is
even slightly familiar with this dataset would
know that it is important to triangulate it
with other sources.
x It is not clear that it always uses United
Kingdom data—several variables are for
England only
x Data on admissions have been submitted
in finished consultant episodes, not admis-
sions
x Data are incomplete
x There are major definitional problems
about acute care, day cases, long term care,
etc. It cannot be assumed that these
definitional differences, which have a major
effectonnumerouskeyvariables in thisanaly-
sis, have been controlled for by the OECD—
Feachem et al make no mention of this.

The OECD database gives the same
figure of 1 bed day per capita for each year
1993-8, which should have rung alarm bells.
Triangulating these data with other sources
further undermines the conclusion. In 1996
in England there were 120 232 beds, which
gives a maximum number of bed days
available at 100% occupancy of 43 884 680.
This means that the maximum number of
bed days per capita at 100% occupancy
would be 0.897. In fact overall occupancy in
the NHS in 1996 was much lower—there
were not enough beds in England to give the
figure Feachem et al quote. This is confirmed
by hospital episode statistics that the bed days
per capita were 0.644 for 1996-7.

Kaiser did better than the NHS on
hospital use in 1996 and probably still does,
but nowhere near as well as the article
suggests. The factor that seems to have been
ignored relates to the social care of older
people—the NHS provides (somewhat
against its will) a notable amount of social
care in acute inpatient beds, and some
adjustment should be made for this.

The lesson that Kaiser much more
actively manages clinical processes and
invests much more in making sure they work
properly, has more specialists, and has
invested in clinical leadership—which are
the most important conclusions—could be
lost by poor quality data analysis, dubious
economics, and a tendency for all concerned
to see in these data support for their own
previously held convictions.
Nigel Edwards policy director
NHS Confederation, London SW1E 5ER
nigel.edwards@nhsconfed.co.uk
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Kaiser may be model of American
success or aberration

Editor—Feachem et al make a strong case
for the efficiency and quality of the Kaiser
Permanente system.1 Although comparing
health systems is difficult, most health policy
experts point to Kaiser as the best model of
American health care. It is disingenuous to
extend these results to other American
managed care policies, as Feachem et al
attempt to do. They say that managed care,
of which the Kaiser system is one manifesta-
tion, is now the norm in the United States,
covering 92% of all people with health
insurance sponsored by an employer.
Despite this, managed care has recently
been criticised. Most members of health
maintenance organisations, however, report
satisfaction with their own health plans.

Their glowing report of Kaiser’s success
in a competitive market place raises several
questions about the benefits of competition.

Firstly, although there is great financial
incentive to decrease hospital use, there is
almost no benefit for insurance companies
to implement prevention programmes. The
average US insurance plan has 25% annual
turnover, discouraging such long term
investments.

Secondly, Kaiser’s quality has not
resulted in market success. Their plan is not
growing, and staff model health mainte-
nance organisations are the exception
rather than the rule in the United States.
Instead of adopting plans similar to Kaiser
most insurance companies are turning away
from programmes with “defined benefits” to
programmes with “defined contributions.”2

These programmes will require more out of
pocket payments from the sickest people.
There will be more financial barriers and
disincentives to accessible care. For most
Americans, there is no reason to believe that
the future of health care in the United States
will resemble Kaiser.
Jeremiah D Schuur resident physician in emergency
medicine
Rhode Island Hospital, Brown University Medical
School, 493 Eddy Street, Providence, RI 02906, USA
J_schuur@yahoo.com
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United States is paying more and getting
less

Editor—Feachem et al present disreputable
comparisons.1 Unadjusted 1988-97 NHS
figures for â blockers after myocardial infarc-
tion (42%), from one hospital in Britain’s
most deprived borough, are compared with
1999 Kaiser Permanente data extensively
adjusted for contraindications.2 A more
appropriate comparator (38%) was reported
from Kaiser Northern California hospitals
1990-2.3 Similarly NHS retinopathy screen-
ing is inappropriately derived from a tele-
phone survey of local estimates in 1996.4

Kaiser data exclude 15% of the popula-
tion, recent entrants who were not members
for a full year. In the table the NHS preven-
tion data have been adjusted to exclude this
group, which is assumed to have a rate 0.75
that of those full members. Adjusted NHS
retinopathy screening for 1999 is 68% and
NHS mammography and cervical screening
increase to 71% and 91% respectively.5

Kaiser comparisons should include the
24% of Californians who are uninsured. The
table assumes that the uninsured had 50%
uptake for women’s screening and 75% for
childhood immunisation. Only 58% of His-
panic children in Los Angeles were immu-
nised, and the completed immunisation rate
for California as a whole was 75.3%. Not a
single NHS health authority had rates as low.

The table does not show that Kaiser’s pre-
ventive care or hospital productivity is better.
NHS specialists do the same number of pro-
cedures per doctor as Kaiser, although NHS
midwives ensure superior obstetric efficiency.
The threefold difference in American heart
surgery (or the twofold difference in France)
is simply due to numbers of cardiologists. The
article does not tell us that Kaiser doctors do
not visit their patients at home, in or out of
hours, or that Kaiser charges $10-15 for an
office visit, $50 for casualty, and many other
fees and copayments.

In 1997 annual per capita health spend-
ing was three times greater in the United
States ($3724) and twice as high in France
($2125) than in the United Kingdom
($1193). Kaiser’s facilities are more modern,
better equipped, and have more support
staff than the NHS. That costs more. There is
much to learn about efficient use of hospital
services, but underinvestment in the NHS
remains the major problem.

Comparison between the NHS and Kaiser Permanente*

NHS (England) Kaiser Permanente

Prevention (%):

â Blockers after myocardial infarction 2 3 42 (42) 38 (93)

Mammography† 71 (69) 73 (78)

Cervical screening† 91 (84) 72 (80)

Diabetic retinal examination5† 68 (60) 68 (70)

Three vaccinations with DTP and polio 95 (95) 88 (91)

Productivity (No of procedures):

Angiograms per cardiologist 47.5 48.3

CABG per cardiologist 58.7 52.9

Caesarean sections per obstetrician 58 27

*Numbers in parentheses are original data. †NHS data exclude people within one year of changing practice; Kaiser data include
uninsured people. DTP=diphtheria, tetanus, and pertussis. CABG=coronary artery bypass grafts.
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America ranks 37th in performance of
health systems, according to the World
Health Organization; Britain ranks 18th,
and France ranks 1st. The NHS serves all the
people without payment at the time of use,
without restriction, without exclusion or
stigmatisation. Kaiser does not do any of
that. When whole populations are assessed,
a grossly underfunded NHS outperforms
America by a wide margin.
John Robson senior lecturer
Department of General practice, Queen Mary
University of London, London E1 4NS
j.robson@qmul.ac.uk
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Like should be compared with like

Editor—As has been commented on, the
business of making comparisons between
health systems is difficult. In addition to the
several issues already cited by respondents,
the article by Feachem et al gives an NHS
cost of £58.5bn but revenue allocations this
year to health authorities in England are
£37 157m.1 2

If the £58.5bn cited includes all NHS
expenditure (and not just allocations to
health authorities) in England then there are
some very real comparative problems. Not
included in the £37bn figure above, but pos-
sibly in the £58.5bn figure, would be central
budgets of the Department of Health that
fund—among other things—undergraduate
nursing tuition and bursaries as well as those
for allied health professionals and addi-
tional costs associated with teaching hospi-
tals. These alone total nearly £1.5bn.
Presumably the Kaiser figures do not
include the costs of training and educating
the health workforce in California. The
£37 157m figure for health authority alloca-
tions includes among other things expendi-
ture on public health and ambulance
services.

Presumably Kaiser Permanente does
not fund the public health departments at
state, county, or municipal level in California
or ambulance services in the state? The
article also refers to the United Kingdom
and uses its population. The Department of
Health is the health department for England
only and not for Scotland, Wales, or
Northern Ireland. Nor is it the United King-
dom’s department of health, as responsibil-
ity is split between the four constituent
countries of the United Kingdom. The
secretary of state for health is accountable to
the British parliament but only for the
money voted for use in England. It is not

clear therefore whether the £58.5bn relates
to England alone or is an aggregate of the
funding in the four countries. Given the cen-
tral conclusions in the article about the
comparability between the NHS in the UK
and Kaiser Permanente, it would be impor-
tant for the NHS funding and population
figures to clearly relate to one of the
countries alone or the United Kingdom as a
whole and for the NHS expenditure figure
to be analogous to the services covered by
Kaiser Permanente.
Colin A McIlwain assistant director, planning
Bradford Health Authority, Shipley BD18 3LD
cmcilwain@bradford-ha.nhs.uk
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Length of stay is not the problem

Editor—Some readers of the article by
Feachem et al have assumed that the NHS
has three times Kaiser Permanente’s hospi-
tal days per head because the average length
of stay is that much higher.1 2 Explanations
have occurred to readers, such as bed block-
ing because of poor social service care for
recuperating patients, weak coordination of
services in hospital, weak clinical practices,
lack of emphasis on getting patients out
quickly, etc.

Some validity to all of these inefficiencies
is likely, but let’s not jump ahead of the data.
Feachem et al’s table 3 shows length of stay
of five days for NHS and four days for
Kaiser. That’s 20% more, not 200% more
than Kaiser. Before assuming that the NHS
must change to emulate Kaiser, let’s recall
recent American outrage at “drive by
delivery” of babies and the legislation it pro-
voked. Reduction of length of stay can be
pushed to politically unacceptable extremes,
even in the United States. Additionally, the
push to limit length of stay can turn out to
be an accounting misconception, if either
costs of care migrate from inpatient to
outpatient or that last day turns out not to
cost much to provide, with minimal actual
resource savings when it is eliminated.

The big difference between the two
systems is not in length of stay but in admis-
sions per head. Although the NHS may be
admitting patients that Kaiser would treat on
an outpatient basis, this cannot explain the
huge gap. Almost certainly, Kaiser’s popula-
tion is much less sick than the NHS’s.
Indigent and trauma cases in the United
States go to the county funded public hospi-
tals, not to Kaiser. One suspects that Kaiser,
acting in its own competitive interests, struc-
tures its benefit offering to elderly people to
attract the healthiest and deter those who
are likely to need hospitalisation. This may
be true of employees, too, since employers
offer them multiple health options with dif-
ferent premiums and copayments, and the
Kaiser package may be designed not to
appeal to people with known illness. Finally,

given the intensity of health resources
devoted to dying people, it would help to
have a comparison of death rates in the Kai-
ser membership to compare with the United
Kingdom’s death rate.

If the health of the populations is as dif-
ferent as the admission rates suggest, then
Feachem et al’s conclusion may be invalid.
Some of Kaiser’s techniques may still be
worth adopting in the NHS. But the
despondency felt in Britain on hearing that
the poor old NHS is not even efficient may
be quite unwarranted.
Julian M Bene management consultant
Atlanta, GA 30306, USA
jmbene@mindspring.com
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Summary of responses

The paper comparing the NHS with
California’s Kaiser Permanente, a not for
profit health maintenance organisation,
concluded that Kaiser delivered substan-
tially better care to its patients while
spending no more per head than the NHS.1

It and its accompanying commentaries pro-
voked an immediate and emotional
response: we received 75 letters, 50 within a
week of publication.2

Readers were outraged, puzzled, dismiss-
ive, disbelieving, even despairing. The
outrage was levelled in equal measure
against the investigators, for believing their
own data, and the BMJ for publishing it.
Respondents criticised the methods, the
conclusions, and the solutions offered by
commentators. They picked up flaws in the
analysis, and some took a sledgehammer to
the whole exercise. A few offered explana-
tions for the apparent superiority of Kaiser;
fewer still offered solutions for the NHS.

Respondents divided roughly into two
camps: those who believed the data (27) and
those who didn’t (48). Comments came in
from general practitioners, specialists,
nurses, economists, health policy analysts,
epidemiologists, government advisers, and
even a risk analyst. Sadly, there were none at
all from patients. Most worked in the United
Kingdom, but a substantial minority were
Americans. There were hardly any
responses from Europe. Perhaps the BMJ’s
European readers don’t see a fist fight
between two failing ideologies as anything
to do with them.

Several themes emerged from the
paper’s critics.

Firstly, adjustments made to the data
were misleading, even wrong. The authors
compared health care costs per head of
population in the two systems and con-
cluded that they were roughly the same. This
result emerged only after several adjust-
ments to the crude data.

Most controversial was an adjustment
for the higher cost of drugs, staff, and
services in the United States. In other words,
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the authors compared Kaiser’s operating
spend with how much the NHS would
spend if it were operating in the United
States. Which it isn’t. So was the adjustment
of “purchasing power parity” legitimate? At
least 20 respondents thought not, referring
to the adjustment as “sleight of hand,”
“bizarre,” “outrageous,” “a serious flaw,” “a
fudge factor,” and “a politically motivated
abuse of statistics.” The same respondents
also criticised the currency conversion rate,
the fact that Kaiser’s profits were excluded
from the analysis, and the adjustments made
for differences between the two populations.
Hardly a single assumption remained
unchallenged.

Secondly, respondents were dismayed
by the authors’ attempts to compare two
such different systems serving two such dif-
ferent populations. For example, the NHS
treats everyone, Kaiser treats only those that
can pay its premiums (or can persuade the
government to pay them). The NHS pays
for health professionals’ training and funds
departments of public health, Kaiser does
not. The authors made adjustments to
account for these differences, and for
differences between the Californian and
British populations, but responders had no
faith in them.

Thirdly, respondents questioned the real
world value of the data on quality. The
authors studied a range of quality indicators
including waiting times, uptake of vaccina-
tions, and cancer screening. But where was
the patient’s voice in all this? To paraphrase
a handful of letters: Kaiser employs vastly
more doctors than the NHS, and pays them
nearly double what they are paid by the
NHS. There’s no evidence in this paper that
Kaiser’s service is proportionately better for
patients. It’s equally likely that the NHS is
simply more efficient, delivering reasonable
care at a lower cost.

In the end, 46 letters comprehensively
dismantled the authors’ analysis, and with it
their conclusions. The details of the analysis
can surely be defended (and have been) but
the message implicit in many of these letters
is that the authors and commentators let
their ideology cloud their judgment. The
same charge, of course, could be made
against the paper’s critics. The data are not
robust enough to resolve the argument
either way.

The 27 respondents who believed the
data offered a variety of explanations for
Kaiser’s superiority. About a third men-
tioned that Kaiser Permanente had more of
everything: more beds, more doctors, more
nurses, more nurse practitioners, and better
information technology than the NHS.
About a sixth were also impressed by the
integration of primary and secondary care.
All these things, they thought, helped
explain why Kaiser’s patients in California
spend so much less time in hospital than do
patients in the NHS. Table 3 in the paper
shows that Kaiser’s patients occupy 270 bed
days per 1000 population per year.1 The
average for the NHS is almost four times

higher (1000 bed days per 1000 population
per year).

At least three letters complained that the
NHS suffered badly from political interfer-
ence, noting that 30 years of costly reorgani-
sation has achieved little, if anything, for
patients.

In general, the letters were more critical
of Kaiser than the NHS. Many respondents
simply did not believe that Kaiser could have
so many more resources at its disposal, pay
its specialists more than twice as much as
NHS consultants, and still achieve similar
per capita costs to the NHS. What about the
“indigent poor,” they asked. What about the
24% of Californians without insurance?
What about people with chronic mental
illnesses? What about long term care? They
concluded that Kaiser’s patients must be
richer, younger, and healthier than NHS
patients.

The fiercest criticism came from a
British nurse working for Kaiser in Califor-
nia. She complained of faceless insurance
companies treating private “customers” as a
resource and state funded “customers” as
second class citizens. Others with first hand
experience of insurance based health care
included a medical social worker for Kaiser
and a resident in emergency medicine from
Providence, Rhode Island. Both wrote that
Kaiser’s results are not typical in a
healthcare system that serves so many
vulnerable groups so badly. One warned: “If
your system serves the underclass, be proud
of it.”
Alison Tonks freelance medical editor, Bristol
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“Boutique medicine” in the US

Doctors’ groups must rally to preserve the
US public’s health

Editor—In Charatan’s news piece on “bou-
tique medicine” in the United States he
sketched out a problem that is a symptom of
a healthcare system in trouble.1 As a medical
writer and observer of American health care,
I would say that the problem is even more
worrying than Charatan described. Now we
have a system that is faltering not only for the
uninsured and underinsured but for the fully
insured too. I worry that this problem might
go unrecognised unless research and advo-
cacy embarrass Congress to intervene.

Recently, a fully insured friend of mine
was referred for a cardiology consultation.
When he arrived at the doctor’s surgery for a
stress test he was told that the practice no
longer took his insurance. He had his exam-
ination, as one last favour from the doctor,
who warned him that he would not see him
again. And the phenomenon is worsening: I
suspect that an unknown number of insured
people are getting referrals only to learn

that there is nowhere to go. Continuity of
care and follow up ought to be examined
rigorously.

Charatan points out that the rise of bou-
tique medicine means that more doctors can
cream from the top, picking those who pay
the most. Unsettling questions remain: are
American doctors and insurers in their
silence building a system that is eroding the
public’s health? In the past, doctors’ leaders
and researchers have waged a successful
battle in the United States to allow specialty
referrals, taking their battle to the press,
Capitol Hill, and state legislatures. But they
have become eerily quiet on this issue. It is
high time for those claiming interest in the
public’s health to publicise the situation and
document the harm.
Laura Newman medical journalist
425 West 57 Street, Suite 5E, New York, NY
10019-1762, USA
newman@nasw.org

1 Charatan F. US “boutique medicine” could threaten care
for the majority. BMJ 2002;324:187. (26 January.)

Doctors are more interested in having
high incomes than providing better
health care

Editor—Charatan’s news item about the
rise in “boutique medicine” in the United
States is more amusing than alarming.1 Like
the United Kingdom—but unlike Canada
and much of continental Europe—the
United States accords its upper income
classes economic, legal, and social privileges
that are distinct from those accorded the rest
of society. Boutique medicine is merely a
part of this class based social order.

By the standards of the United States’s
so called system of justice, or of its system of
education, the egalitarian standards
observed by its healthcare system are exem-
plary, with or without boutique medicine.
There is not much equality before the
American bar. And does any American
sincerely believe that a child in low income
Trenton, New Jersey, has anywhere near the
educational and career opportunities
enjoyed by a child in nearby upper income
Princeton, New Jersey?

People in Canada or continental Europe
would find these class based human services
systems appalling on ethical grounds. Alas,
for the poor, they are normal in the United
States and, it seems to me, in the United
Kingdom too. To allow doctors to work in
both the NHS and the private sector, and to
shift patients between the two sectors, is
boutique medicine raised to a higher order.
Fortunately, the United Kingdom’s health
system does at least provide universal health
insurance coverage for the lower income
classes.

Boutique medicine is not the culprit
behind the rising numbers of uninsured
Americans. The main culprit is a politically
powerful healthcare delivery system that
assumes that a relatively unregulated world
with millions of uninsured families is more
profitable to the supply side than a world
with universal coverage but heavier govern-
ment involvement in controlling health
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spending. According to the latest data from
the Organisation for Economic Coopera-
tion and Development, in the United States
doctors earn an average of 5.5 times the
average wage. The comparable ratios for
Canada and the United Kingdom are 3.2
and 1.4, respectively. Naturally, these low
ratios in government dominated health sys-
tems scare American doctors.

Boutique medicine in the United States
can be interpreted as a desperate attempt by
some doctors to keep the income ratio at 5.5
or above; it is unlikely to be a genuine
attempt to provide patients with health care
of a higher quality. If quality of care was doc-
tors’ main concern there is so much they
could do.
Uwe E Reinhardt professor of economics and public
affairs
Princeton University, Princeton, NJ 08544, USA
reinhard@princeton.edu

1 Charatan F. US “boutique medicine” could threaten care
for the majority. BMJ 2002;324:187. (26 January.)

Booked inpatient admissions
and hospital capacity

Mathematical model misses the point

Editor—Gallivan et al report a mathemati-
cal model of variability of length of stay in an
intensive care unit after cardiac surgery.1 The
programmes of the NHS modernisation
agency use quality improvement methods
adapted to health care in England.2 The cor-
nerstones of the approach are patient
centredness; mapping the whole process;
analysis of true demand and capacity; and
redesign through innovation, experimenta-
tion, and incremental implementation. The
methods are underpinned by the science of
complex adaptive systems.3 The NHS is the
epitome of a complex adaptive system.

Data on the variability of length of stay
are valuable but reflect activity, not demand.
Activity is limited by capacity throughout
the process. Gallivan et al assumed that
length of stay was an independent variable,
but length of stay in cardiac intensive care
will be affected by a patient’s clinical
condition and the availability of beds for
care afterwards. The dependency of other
patients may affect the care given and influ-
ence length of stay. Gallivan et al assumed
that the patient population is homogeneous
whereas patients belong to differing groups
depending on surgical procedure and
comorbidity.

Analysing variables that might help pre-
dict length of stay may be helpful—for
example, age, comorbidity, or cardiac func-
tion. Scoring systems used by cardiac
surgeons to predict mortality include Par-
sonnet, EUROscore, and Bayes’s theorem
and might also predict length of stay in
intensive care so that the booked dates of
patients with longer stays can be staggered
and variations in demand reduced or
anticipated.

Gallivan et al argued that substantial
spare capacity is essential. But simply

increasing the number of critical care beds
would not resolve the complex issues related
to capacity and demand.4 Small isolated
units require more spare capacity to cope
with variability in demand. This can be
resolved by creating larger virtual units, a
cooperative approach with surrounding
intensive care units, flexible use of extended
recovery, intensive care, high dependency
beds (“critical care without walls”).

Booking is one element of a systematic
approach to access redesign.5 It is essential
because for patients, after waiting times,
the ability to choose the date or time of
their appointments or admissions is very
important. Some headroom is required to
allow for unexpected variation in demand,
but, even in emergency care, there is
evidence that profiles of demand are more
predictable than was previously assumed.
Using analysis to predict demand can
enable us to run with much higher levels of
occupancy than this study would suggest,
especially in the booked elective surgery
pathway.
Hugh Rogers clinical lead, booked admissions
programme
hugh.rogers@wmuh-tr.nthames.nhs.uk

Jenny Warner deputy clinical lead, booked admissions
programme
Richard Steyn clinical lead, demand and capacity
Kate Silvester national redesign leader
Mike Pepperman clinical lead, critical care
collaborative programme
Roddy Nash clinical lead, theatres project
NHS Modernisation Agency, Leicester LE1 6NB

1 Gallivan S, Utley M, Treasure T, Valencia O. Booked inpa-
tient admissions and hospital capacity: mathematical mod-
elling study. BMJ 2002;324:280-2. (2 February.)

2 Kerr D, Bevan H, Gowland B, Penny J, Berwick D.
Redesigning cancer care. BMJ 2002;324:164-6.

3 Plsek P, Greenhalgh T. The challenge of complexity in
health care. BMJ 2001;323:625-8.

4 Comprehensive Critical Care. www.doh.gov.uk/nhsexec/
compcritcare.htm (accessed 13 May 2002).

5 NHS Modernisation Agency. National booking pro-
gramme. www.modern.nhs.uk/bookedadmissions
(accessed 13 May 2002).

Variability must be managed to reduce
waiting times and improve care

Editor—In their article on booked inpatient
admissions and hospital capacity Gallivan et
al conclude that the greater the variability in
cycle time the less efficient the system: either
more resources are required or longer
queues will develop.1 They assume that vari-
ability is inevitable because it has occurred
in the past.

The NHS has learnt much from the
experience of NHS Direct. When NHS
Direct was first implemented callers experi-
enced long delays and inconsistent service.
The system has since greatly improved:
both the cycle time at the first point of con-
tact and variability were reduced. This
created better “service scripting,” which
standardised the length of calls. These
improvements show that variability in
health care can be successfully reduced. In
this example, systems were introduced to
reduce variability rather than increase
resources to deal with the problem. We
must identify how variability can be
managed in other healthcare settings.

Several factors influence variability. The
article assumes that patients and their
length of stay are homogeneous. This is not
so. Consultant surgeons manage a mix of
patients on their list by predicting the time
for each operation on the basis of their
experience. Thus different operations have
different potential for variability. Longer
lengths of stay can also be predicted by
assessing a range of factors such as comor-
bidity, smoking habit, and general mobility.
Thus patients are grouped according to
their predicted potential variability.

Poor standardisation or knowledge of
procedures, poor coordination between
departments, and even quality failures, such
as cross infection, contribute to variability. If
these factors are effectively managed vari-
ability will be reduced. It is not inevitable; it is
caused by the system.

The airline industry is an unfortunate
choice of model for booking in advance
without problems. Airlines pursue “yield
management” practices that guarantee full
planes where demand is sufficiently high.
They deliberately overbook flights on the
assumption that some passengers will not
arrive, offering compensation to passengers
who are turned away. Consequently, their
cancellation rate greatly exceeds that for
hospital operations.

Modern operations management tech-
niques are powerful methods to improve
performance in health care. The “ideal
design of emergency access” (IDEA) pro-
gramme is testing how these techniques can
be applied across emergency care, where
variability is high and long waiting times
result. New ways of working that will reduce
variability and consequently reduce waiting
times are being developed.

Variability is unquestionably a problem,
but we believe it can be managed effectively
to reduce waiting times and improve care for
patients in the NHS.
Karen Castille director, emergency services
programmes
Karen.castille@tesco.net

Ben Gowland project lead, IDEA (ideal design of
emergency access) programme
NHS Modernisation Agency, London SE1 6TE

Paul Walley lecturer in operations management
Warwick Business School, University of Warwick,
Coventry CV4 7AL

1 Gallivan S, Utley M, Treasure T, Valencia O. Booked
inpatient admissions and hospital capacity: mathematical
modelling study. BMJ 2002;324:280-2. (2 February.)

Education does not explain
association between income
inequality and health
Editor—Muller has shown in an ecological
study that lack of high school education
accounts for the association of income
inequality with mortality at state level in the
United States.1 The implicit inference is that
education at the level of the individual is
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responsible for the association with inequal-
ity of income.

But ecological studies are weak study
designs to assess the independent associa-
tions of ecological (income inequality) and
individual level (education) variables with an
individual level outcome (health status). In
particular, aggregate data are prone to
problems of collinearity, rendering it difficult
to tease apart independent effects. Multilevel
study designs overcome this limitation by
including data at both individual and
ecological levels.2 3

We have previously reported results for
the association of income inequality at state
level with self rated health using data from
the current population survey data.4 5 We
have not previously reported the effect of
controlling for education at individual level
among adults in the 1995 and 1997 survey
as shown in the table. Controlling for educa-
tion attenuated but did not completely
explain the relation between levels of state
income inequality and self rated health. Our
results do not support the contention that
education at the individual level fully
confounds or mediates the association of
income inequality with health. The remain-
ing portion of the income inequality associ-
ation may be due to contextual effects (for
example, average educational attainment, or
historical and political features that vary by
state in the United States) or other
individual level characteristics such as
lifestyle.
Tony A Blakely senior research fellow
Wellington School of Medicine and Health
Sciences, University of Otago, PO Box 7343,
Wellington, New Zealand
tblakely@wnmeds.ac.nz

Ichiro Kawachi associate professor
Department of Health and Social Behavior and
Harvard Center for Society and Health, Harvard
School of Public Health, 617 Huntington Avenue,
Boston, MA 02115, USA

1 Muller A. Education, income inequality, and mortality: a
multiple regression analysis. BMJ 2002;324:23-5. (5
January.)

2 Diez-Roux A. Bringing context back into epidemiology:
variables and fallacies in multilevel analysis. Am J Public
Health 1998;88:216-22.

3 Blakely T, Woodward A. Ecological effects in multi-level
studies. J Epidemiol Community Health 2000;54:367-74.

4 Blakely T, Kennedy B, Kawachi I. Socio-economic inequal-
ity in voting participation and self-rated health. Am J Public
Health 2001;91:99-104.

5 Blakely T, Kennedy B, Glass R, Kawachi I. What is the lag
time between income inequality and heath status? J Epide-
miol Community Health 2000;54:318-9.

Excess winter mortality

Method of calculating mortality
attributed to influenza is disputed

Editor—We challenge the method that
Donaldson and Keatinge used to calculate
mortality due to influenza.1 Data covering
the period 1970-99 were used, but the
authors state that the regression analysis
started on 1 January 1990. On the basis of
the 10 year analysis, they estimate an
average of 1265 per million excess winter
deaths from all causes, equivalent to 67 000
nationally in England and Wales. They say
that 2.4% of this excess (equivalent to a
national average of 1620 deaths per year) is
attributable to influenza.. This estimate con-
trasts with those obtained by other groups:
Tillett et al estimated an annual average of
12 000 deaths (1968-9 to1977-8)2, Nichol-
son 13 800 (1975-6 to1989-90)3, and Flem-
ing 12 500 (1989-90 to 1998-9).4 The
estimate of 12 500 is equivalent to 19% of
the 67 000 total excess winter deaths, rather
than 2.4%.

Donaldson and Keatinge estimated total
deaths attributable to influenza from deaths
certified as due to influenza. They presum-
ably used deaths allocated to influenza as the
primary cause of death according to the
national protocol for allocating deaths by
cause. Several points are relevant.

Firstly, the attribution of deaths from
influenza varied considerably over the 30
years reported. Furthermore, the coding of
mortality by primary cause involved proce-
dural changes in 1984 and 1993, such that
the numbers of deaths allocated to respira-
tory causes between these years were
roughly half those before 1984 and after
1993.5

Secondly, the data are based on south
east England, but this area and population
size are not defined. The 10 year average of
5.1 deaths per million equates to 50 deaths a
year (distributed over 365 days) in a 10 mil-
lion population. The authors indicate that
143 deaths per million were registered as
due to influenza in 1976, 30 times their esti-
mate of the annual average; a difference so
large as to question the credibility of the
methods used to estimate the average.

We do not accept that the number of
deaths attributed to influenza provides a

reliable indication of the extent of deaths
related to influenza. Mortality from influ-
enza needs to be examined in relation to
virus circulation, the epidemic periods in
which it is circulating, and the impact on all-
cause mortality.
D M Fleming director
dfleming@rcgp-bru.demon.co.uk

K W Cross statistician
Birmingham Research Unit of the Royal College of
General Practitioners, Birmingham B17 9DB

J M Watson consultant epidemiologist
N Q Verlander statistician
Public Health Laboratory Service Communicable
Disease Surveillance Centre, London NW9 5EQ

1 Donaldson GC, Keatinge WR. Excess winter mortality:
influenza or cold stress? Observational study. BMJ
2002;324:89-90. (12 January.)

2 Tillett HE, Smith JWG, Gooch CD. Excess deaths attribut-
able to influenza in England and Wales: age at death and
certified cause. Int J Epidemiol 1983;12:344-52.

3 Nicholson KG. Impact of influenza and respiratory syncy-
tial virus on mortality in England and Wales from January
1975 to December 1990. Epidemiol Infect 1996;116:51-63.

4 Fleming DM. The contribution of influenza to combined
acute respiratory infections, hospital admissions and
deaths in winter. Commun Dis Public Health 2000;3:32-8.

5 Office of Population Censuses and Surveys. Mortality statis-
tics: cause 1993 (revised) and 1994. London: HMSO, 1996:
xxv-xxvii. (Series DH2 No 21.)

Authors’ reply

Editor—Influenza epidemics usually occur
in particularly cold weather. The key
difference between our analysis and the
usual assessments of mortality attributable
to influenza is that ours makes allowance for
the excess deaths that would have been
caused, in the absence of an influenza
epidemic, by low daily temperatures.

Deaths from influenza were extracted
before 1979 as ICD-8 codes 470-474 and
thereafter as ICD-9 code 487; allowance was
made for changes in coding instructions
outside 1984-92 by using the specific
conversion factor 0.997 for influenza,1 not
the larger adjustment for the broad
category of respiratory deaths mentioned
by Fleming et al. Fleming et al ask what we
define as south east England. It comprises
Greater London, Hertfordshire, Essex,
Kent, Sussex, Hampshire, Surrey, Berkshire,
Oxfordshire, Buckinghamshire, and
Bedfordshire.

Yes, the regression analysis started from
1970, although we focused on results since
1990. We used deaths certified as primarily
due to influenza as the explanatory variable
in the regression to calculate total deaths
related to influenza. A theoretical alternative
is to use the prevalence of influenza. Viral
sampling is important, but we could find no
systematic daily measurement of that in the
whole population throughout the last 30
years. It would in any case be difficult to
allow for different lethalities of different
strains of influenza and for different
sensitivities and immunities of particular age
groups to them. Variation with time in the
tendency to certify doubtful deaths as being
due to influenza might produce some error
in our analysis, but hardly one large enough
to affect our conclusion. This was that deaths
related to influenza over the past 10 years

Odds ratios (95% confidence intervals) fair to poor self rated health by fifth of state income inequality
with and without adjustment for income and education

Fifth of inequality Adjusted for age and income Adjusted for age, income, and education

White men (n=59 341

High 1.22 (1.00 to 1.50) 1.16 (0.97 to 1.39)

Medium high 1.44 (1.18 to 1.76) 1.38 (1.15 to 1.65)

Medium 1.25 (1.02 to 1.54) 1.20 (0.99 to 1.45)

Medium low 0.99 (0.79 to 1.25) 0.98 (0.79 to 1.22)

Low 1.00 1.00

White women (n=62 404)

High 1.29 (1.01 to 1.64) 1.19 (0.95 to 1.48)

Medium high 1.41 (1.12 to 1.78) 1.34 (1.08 to 1.65)

Medium 1.40 (1.09 to 1.78) 1.33 (1.07 to 1.66)

Medium low 1.11 (0.86 to 1.45) 1.11 (0.87 to 1.41)

Low 1.00 1.00

Letters

1337BMJ VOLUME 324 1 JUNE 2002 bmj.com



accounted for only a small fraction of total
mortality related to cold.

A check for any major error can be
made by seeing whether our estimated rise
in mortality related to influenza in an
epidemic year corresponds with the rise in
total excess winter mortality that year. Our
paper shows that it did, most clearly in the
major epidemic year 1976. Both mortalities
increased by a similar amount that year,
compared with the preceding and following
years. This is consistent with deaths related
to influenza being at or near the number we
calculated and not at the higher figures
sometimes suggested previously. It is, we
think, common ground that before 1970
epidemics of influenza were more frequent
and more lethal than they are now.
G C Donaldson senior research associate
W R Keatinge emeritus professor
Medical Sciences, Queen Mary and Westfield
College (University of London), London E1 4NS
w.r.keatinge@qmw.ac.uk

1 Office of Population Censuses and Surveys. Mortality statis-
tics: cause. London: OPCS, 1996: table 4. (Series DH2
No 11.)

Measures to reduce smoking in
films should penalise film and
tobacco industries
Editor—By looking at adolescents Sargent
et al studied the effect that seeing tobacco
use in films had on their trying smoking.1 So
many issues are not accounted for in this
study that to base sweeping legislative
proposals on its findings would be unwise.

For one thing, the correlation that the
authors found may operate in reverse (that
is, teenage smokers are more likely than
non-smokers to favour a variety of passive or
thrill seeking behaviours, of which greater
patronage of films depicting heavy smoking
is only one). In addition, this behaviour is
mediated by more important variables
(older and poorer youths both smoke more
and have attended more of the types of films
in which smoking is prevalent).

Evidence for this counter-hypothesis is
seen in the study’s finding that the odds ratio
for smoking in the youths most exposed to
films dropped dramatically, from 8.8 to 2.7,
when selected sociopersonal variables were
controlled for. This suggests that entering
additional sociopersonal variables would
further reduce or negate the findings.

Importantly, even though an overly
broad measure (ever tried smoking) was
used, two thirds of youths exposed to even
the heaviest depictions of smoking did not
try cigarettes once. The authors acknowl-
edge that their findings are preliminary and
do not show that films cause smoking by
teenagers.

The findings do not justify the proposal
by Dr Stanton Glantz and lobby groups such
as Action on Smoking and Health for legal
restrictions to stop youths watching films
depicting smoking. Setting age limits for
such films is too severe a curtailment of

young people’s basic right to participate in
their culture.

Unfortunately, quick fix censorship and
schemes setting age limits typically grab
American policymakers’ attention while
proving woefully ineffectual and distracting
from effective, politically difficult measures.
Most teenagers who smoke come from
families and communities in which adults
smoke, and the most effective policies to
curtail smoking necessitate raising tobacco
taxes and restricting smoking by adults.

Dr Glantz has been a rare voice of
reason in the otherwise dismal debate on
tobacco in the United States, and his
concern over the relation between film mak-
ers and the promotion of tobacco products
is well founded. But I ask that he reconsider
the notion of punishing adolescents en
masse by restricting them from attending
films and, instead, propose measures that
directly and exclusively penalise the film and
tobacco industries at fault.
Mike Males instructor
Sociology Department, University of California,
Santa Cruz, Santa Cruz, CA 95061-7842, USA
mmales@earthlink.net

1 Sargent JD, Beach ML, Dalton MA, Mott LA, Tickle JJ,
Ahrens MB, et al. Effect of seeing tobacco use in films on
trying smoking among adolescents: cross sectional study.
BMJ 2001;323:1394-7. (15 December.)

Medicine compliance aids are
partial solution, not panacea
Editor—With reference to the news article
by MacDonald on prescription charges for
elderly people,1 multicompartment compli-
ance aids are widely regarded as a panacea
for people living at home who have
problems with their medicines. Their use is,
however, not evidence based, with practice
largely based on the needs of professionals
and carers, rather than the patients them-
selves. The response to moves to charge for
the supply of such aids has largely been
based on the assumption that they are
always a good thing.

Our research, based on a survey of prac-
tice in Leeds, implies that there may be more
than 100 000 people in Britain whose medi-
cines are supplied in such aids.2 General
practitioners and hospital staff are the most
likely to request the use of an aid, which is
usually given without an assessment of the
individual patient’s needs in terms of
medicine management. Such needs depend
on the patient’s motivation, type of medicine
regimen, and physical and cognitive ability.

The first step should be to try to simplify
the medicine regimen. If that is not
sufficient, then a reminder chart may be
tried. If a compliance aid is then deemed
appropriate, the device chosen should itself
match the abilities of the patient - different
aids require varying manipulative skills.
Such an approach, now endorsed by the
national service framework for older people,
seems not to be common practice.3 Compli-
ance aids should not be used lightly. They
take away a key link between the patient and

their medicines, which become just a jumble
of tablets and capsules.

We found that, on a subjective assess-
ment, around 50% of the patients inter-
viewed would be able to manage with their
medicines in conventional bottles. The main
need that many of these patients expressed
was to be able to see if they had taken that
day’s dose. This could be done with a much
simpler daily device which the patient fills
each morning.

There is a role for compliance aids for
the other 50% of patients who cannot cope
with ordinary bottles and community phar-
macists could provide a valuable service
based around supply of these aids. Reducing
by half the number of aids supplied, through
proper assessment of need, would make
funding more achievable for the NHS, as
well as meeting the needs of this vulnerable
group of patients better.
D K Raynor professor of pharmacy practice, medicines,
and their users
D.K.Raynor@leeds.ac.uk

J M Nunney visiting research associate
Pharmacy Practice and Medicines Management
Group, University of Leeds, Leeds LS2 9UT

1 MacDonald R. Elderly people face extra prescription
charge. BMJ 2002;324:68. (12 January.)

2 Nunney JM, Raynor DK. How are multi-compartment
compliance aids used in primary care? Pharm J
2001;267:784-9.

3 Department of Health. Implementing medicines-related
aspects of the NSF for older people. London: DoH, 2001.

Health policies on drug
dependence must be based on
scientific evidence
Editor—Scientific evidence on the effective-
ness of interventions for drug dependence is
increasingly available and should be used to
inform policies. Differences between the
approaches of the Netherlands and Italy
lead us to doubt that this is happening.

Dutch investigators have recently rec-
ommended the prescription of heroin to
addicts on the basis of two randomised con-
trolled trials.1 The European Monitoring
Centre for Drugs and Drug Addiction (the
European Union’s drug agency) recently
stated that “substitution treatment is a key
component of a comprehensive approach
to drug treatment and can be effective in
reducing the risks of HIV infection, over-
dose, use of legal and illegal drugs and drug-
related crime” (policy briefing No 1/2002).

Recently the Italian government
announced a major shift in policy on drug
dependence, rejecting harm reduction
strategies. The resolution approved by one
branch of the Italian parliament states that
“the use of methadone and other substitu-
tion treatments should be confined within
the restrictions of the law; it has to be limited
to three months, it has to be linked to a
rehabilitation project and it has to be used
with low dosages.”

The Italian government states that “too
many” patients of public treatment services
receive methadone treatment. The opposite
is actually true, as under 50% of the 140 000

Letters

1338 BMJ VOLUME 324 1 JUNE 2002 bmj.com



people who entered public treatment cen-
tres in Italy in 2000 were offered methadone
treatment and under 30% on a maintenance
basis, the average maximum dose being well
below the effective dose.2 We believe that the
problem is the inappropriate use of metha-
done treatment rather than its excessive use.

Heroin use in Italy is still a big issue. The
estimated prevalence of problem drug use
in 1999-2000 and prevalence of HIV
infection among drug users are the highest
in the European Union3; mortality in heroin
addicts is high, particularly among women.4

In the United States in July 1998 Mayor
Rudolph Giuliani of New York City intro-
duced a programme requiring the 2100
patients in methadone maintenance pro-
grammes in selected clinics to stop using
methadone within 90 days. Seven months of
debate and controversy ensued. In January
1999 the mayor announced that his
programme had been inadequately concep-
tualised, was not realistic, and was being
withdrawn.5 More recent political declara-
tions have confirmed the intention of
banning methadone and harm reduction
strategies, but no official steps have yet been
taken.

We hope that a proper scientific
discussion on this issue will prevent politi-
cians from counteracting scientific evidence
and interfering with clinical decisions.
Marina Davoli coordinating editor, Cochrane
Collaborative Review Group on Drugs and Alcohol
Marica Ferri coordinator, Cochrane Collaborative
Review Group on Drugs and Alcohol
Carlo A Perucci director
Dipartimento di Epidemiologia ASL RME, Rome,
Italy
equitos@asplazio

Alessandro Liberati director
Italian Cochrane Centre, Mario Negri Institute,
20157 Milan, Italy

Competing interests: AL is an employee of the Uni-
versità di Modena e Reggio Emilia, Modena, Italy.
His views do not imply that the Cochrane
Collaboration has an official position on the issues
discussed in this letter.

1 Sheldon T. Netherlands considers prescribing heroin to
addicts. BMJ 2002;324:385. (16 February.)

2 D’Ippoliti D, Davoli M, Perucci CA, Pasqualini F, Bargagli
AM. Retention in treatment of heroin users in Italy: the
role of treatment type and of methadone maintenance
dosage. Drug Alcohol Depend 1998;52:167-71.

3 European Monitoring Centre for Drugs and Drug Addic-
tion. 2001 Annual report on the state of the drugs problem in
the European Union. Lisbon: EMCDDA, 2001.

4 Bargagli AM, Sperati A, Davoli M, Forastiere F, Perucci CA.
Mortality among problem drug users in Rome: an 18-year
follow-up study, 1980-97. Addiction 2001;96:1455-63.

5 Winick C. A mandatory short-term methadone-to-
abstinence program in New York City. Mt Sinai J Med
2001;68:41-5.

Being a child of donor
insemination

Organisations are committed to
increasing available information

Editor—The anonymous personal view
shows how isolating secrecy in donor
assisted conception can be and why every
step should be taken to stop the practice of
donor anonymity, as has already occurred in
several countries.1

My main purpose in writing is to
comment on the statement that “the few
studies that have looked at us [donor
conceived children] have used only parental
interpretations of our emotional state.” This is
largely true if the search for research is
confined to the standard sources, such as
Human Reproduction and Fertility and Sterility
(although Human Reproduction has published
one research paper that has directly sought
the views of donor conceived people them-
selves2).3 A few other studies have sought the
experiences of donor conceived people
directly but have not been published
(G Hewitt, unpublished paper, Sydney, 2001;
L W Spencer, unpublished MA thesis, Detroit,
2000).

Interestingly, all of the studies of which I
am aware have been undertaken by donor
conceived adults. I am currently undertaking
some research into the experiences of family
members (adults and children) when donor
conception has been used.

Montuschi has written a letter [below] on
behalf of the support group Donor Concep-
tion Network. There are two similar groups,
the Infertility Network (in Canada) and the
Donor Conception Support Group (in
Australia), which are committed to increasing
the information available in donor assisted
conception and seeking to abolish donor
anonymity. DonorsOffspring.com is a website
for people who have been conceived with
donor assisted conception (email
greg@donorsoffspting.com).
Eric D Blyth professor of social work
University of Huddersfield, Huddersfield HD1 3DH
e.d.blyth@hud.ac.uk

1 How it feels to be a child of donor insemination. BMJ
2002;324:797. (30 March.) [Full version at bmj.com/cgi/
content/full/324/7340/797/DC1.]

2 Turner AJ, Coyle A. What does it mean to be a donor off-
spring? The identity experiences of adults conceived by
donor insemination and the implications for counselling
and therapy. Hum Reprod 2000;15:2041-51.

3 Cordray AW A survey of people conceived through donor
insemination. DI Network News 1999/2000;14:4-5.

Donor Conception Network always
advises openness

Editor—I am the mother of two teenagers
who were conceived by donor insemination
and who, like the young woman who wrote
the personal view, will never know the iden-
tity of their fathers or be able to get further
information about them.1 What is different
for them, however, is that their father and I
started to tell them about their origins when
they were very small and they have been
able to discuss them with the family ever
since. What terrible mixed messages the
author of the article has been getting from
her family. How could she not have felt
guilty and very alone with her secret?

Our own children, by contrast, are com-
fortable talking with anyone about their ori-
gins. One of them would like more
information about her donor; the other, a
young man of 18, cares only that he was
brought up in a family that respected him
enough to be truthful.

The Donor Conception Network, of
which I am a founder member, exists to pro-
mote openness in families created through

donated gametes and to support parents in
sharing information with their children in
ways appropriate to their age. We recognise
that this is a lifelong process, which is best
started at an age when children will not be
able to remember when they did not know.
The network can be contacted on 0208 245
4369, dcnetwork@appleonline.net, or www.
dcnetwork.org
Olivia Montuschi founder member
Donor Conception Network, London N6 5HA
olivia.m@appleonline.net

1 How it feels to be a child of donor insemination. BMJ
2002;324:797. (30 March.) [Full version at bmj.com/cgi/
content/full/324/7340/797/DC1.]

Consultation is in progress about
whether to persist with donor anonymity

Editor—I found the article on how it feels
to be a child of donor insemination
extremely moving.1 I am sad that a person
who was raised with the knowledge of her
conception should still have so many
problems about the fact that she doesn’t
have information about the donor.

I am a single parent of a 4 year old
daughter conceived by donor insemination,
and I have told her about her origins in a
way that she can understand. Although I am
concerned about how she will feel about this
when she is older, I believe that because I
have provided her with the opportunity to
grow up knowing other children conceived
in the same way she will not feel so isolated.
I am a member of the Donor Conception
Network, which exists to provide support to
families with children conceived with
donated gametes, and those contemplating
and undergoing treatment.

Donor anonymity and access to infor-
mation may change for children in the
future, and the Department of Health has
opened consultation about access to infor-
mation on their origins for those conceived
with donated gametes. The consultation
period runs until 1 July 2002, and details
about how members of the public can
respond can be found at www.doh.gov.uk/
gametedonors.

Many single women seeking donor
insemination are now choosing to have
sperm imported to their clinic from the
United States so that they and the child may
have more information about the donor;
with an identity release donor the child may
have the opportunity to meet him at the age
of 18.
Gwyneth Wray steering group member
Donor Conception Network, PO Box 265, Sheffield
S3 7YX
wrayjone@waitrose.com

1 How it feels to be a child of donor insemination. BMJ
2002;324:797. (30 March.) [Full version at bmj.com/cgi/
content/full/324/7340/797/DC1.]
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